A 25-year-old man fell from a fourth floor balcony sustaining pelvic and right femoral fractures with right-sided pulmonary contusions. Initial resuscitation included transfusion of 10 units of blood. Thirty six hours after the initial insult he developed respiratory failure and volume cycled ventilation was initiated. All the necessary criteria for a diagnosis of acute respiratory distress syndrome (ARDS) were fulfilled.' He was subsequently transferred to a tertiary referral centre where pressure-controlled inverse ratio ventilation was instituted. The subsequent clinical course was dominated by profound respiratory failure (arterial oxygen tension/inspired oxygen fraction of 8.8 Kpa) complicated by the development of multiple, bilateral pneumothoraces necessitating the insertion of multiple intercostal drains. Mechanical ventilation was required for 55 days.
Four months after the initial injury his orthopaedic problems had resolved. However, rehabilitation was limited by severe exertional dyspnoea and he was referred to this unit for further assessment. Resting arterial saturation (SaO2) breathing air was 92%. On minimal effort such as moving from bed to chair SaO, fell to 86%. Lung function tests showed a restrictive defect with significant impairment of carbon monoxide transfer (table). A computed tomographic scan (CT) of the thorax at this time demonstrated multiple, bilateral loculated pneumothoraces with bullae and areas of atelectasis (figure 1). Operative intervention was considered, but delayed due to his poor physical and nutritional status. Over the following months his symptoms began to spontaneously resolve with improvements in his physical condition and CT appearance Smith, Sindair Figure 2 CT scan of the thorax seven months postinjury demonstrating substantial resolution predicted by the current literature.2 It was our expectation that operative intervention, possibly including lung transplantation, would be required. Such studies as have been conducted on survivors of ARDS have generated conflicting opinion. Although many series report that the majority of survivors of ARDS are sympton free,3 more recent studies have suggested that in excess of 50% of survivors will experience respiratory symptoms.4'5 Abnormalities of gas transfer, lung volume and flow thought to be due to fibroproliferative changes in the lung can be demonstrated in some patients at one year.2 It remains uncertain as to which factors predict continuing respiratory disability or recovery following ARDS. It has been suggested that severe ARDS and the presence of This case highlights the requirement for comprehensive follow-up of all survivors of ARDS in order that their management is directed not only towards initial survival but also to the reduction of long-term pulmonary dysfunction.
